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4. The extension of local lesions does not form a contra-indication to 
operation. 

5. In coxo-tuberculosis, total resection should always be practised. 

6. Total disarticulation of the thigh should not be resorted to at the onset 
of the disease. 

7. The best method of performing total resection is by the longitudinal 
external incision. 

8. Vertical division of the trochanter should by preference form the first 
step of the resection. 

9. In children the integrity of the cartilaginous trochanter must always be 
preserved. 

10. The gravity of resection, practised at the beginning of the suppuration, 
is very slight. 

13. The resection is less grave the more radical the operation. 

12. In order to secure complete and definite cicatrization, it is necessary to 
remove all tuberculous tissue. 

13. In suppurating coxalgia resection gives better results than conservative 
treatment. 

14. The movable new joint that follows resection is superior to ankylosis. 

15. Extensive resections of the acetabulum are not to be recommended 
from an orthopsedic standpoint 

16. In children subtrochanteric resection with preservation of the cartilage 
of the trochanter gives results identical with simple cervical section. 

On Gall-stones. 

Morrison [Annals of Surgery , August, 1895) records a series of cases, 
including nine cases already reported, in which the operation for gall-stone 
was performed in accordance with the method he proposed. He endeavors 
to show that the secret of success in such operations is the drainage of a 
pouch of peritoneum, first described by him, which exists beneath the right 
lobe of the liver, and which is shut off by natural barriers from the general 
peritoneal cavity. He calls attention to other points that have interested 
him, and especially to the importance of a careful study of the anatomy of 
the right hypochondrium. 

In his remarks on the nine cases now reported the author emphasizes the 
following conclusions: 

Gall-stones are formed in the great majority qf cases in the gall-bladder. 
Mucus seems to be essential to their formation, and this is only secreted by 
the gall-bladder and the larger ducts. The occurrence of stones in the small 
ducts does not prove their formation there; it is not difficult to believe that 
they have been carried there by a back flow of bile. 

In addition to the ordinary symptomatology, he lays great stress upon the 
following facts: 

When the gall-bladder is distended after the first acute attack, and jaundice 
and pain are absent, a stone has completely blocked the mouth of the gall¬ 
bladder or cystic duct. 

Attacks of severe pain in the epigastrium and right hypochondrium, ac¬ 
companied by vomiting and shivering, and followed by sweating, complete 
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relief find transient jaundice, are due to the passage of a gall-stone from the 
gall-bladder through the ducts into the duodenum. 

If the relief after the attack is incomplete, the jaundice more or less per¬ 
sistent, and the patient attacked with ague-like paroxysms, generally with, 
but perhaps without pain, each attack being followed by a temporary in¬ 
crease of jaundice, a stone is impacted in, but does not completely block, the 
common duct. 

Persistent jaundice and a distended gall-bladder, but without severe pain 
are due to a complete obstruction of the common duct, arising usually from 
malignant disease in the neighborhood. 

Like the urinary bladder, the gall-bladder will become contracted and 
hypertrophied when dealing with a partial obstruction, and, like it, will dilate 
painlessly when all its efforts to overcome the obstruction are futile. 

In regard to operation, the author concludes that the exposure of and 
manipulation of the pouch described causes less shock than an ordinary 
abdominal section, for the Bmall intestine need neither be seen nor handled. 
The pouch can be efficiently drained through an opening in the parietes near 
the lower end of the kidney. A transverse is better than a vertical incision 
in operating for gall-stones. It gives better access and is less liable to be 
followed by ventral hernia. 

The suturing of the gall-bladder to the parietes Bhould be reserved for 
special cases, as experience shows it is liable to produce a biliary fistula. The 
gall-bladder may safely be allowed to empty into the pouch described if it is 
properly drained. 

The pouch should be properly drained (a) when the gall-bladder is dis¬ 
tended; the opening in the latter should be closed by sutures, the viscus 
returned into the abdominal cavity and the drain left in until the certainty 
of its successful closure is complete; ( b ) when the gall-bladder is shrunken 
and there is difficulty in closing the incision, it may be returned without 
suturing; (c) when a stone is impacted in the cystic duct, it may be excised 
by cutting down on it through the duct, or it may be crushed when small 
and soft, after which the gall-bladder must be sutured to the parietes to 
allow of the escape of fragments, or if the stone is hard and inaccessible the 
gall-bladder should be excised, the stone removed, and the cystic duct liga¬ 
tured. 

The author believes that considering the safety and certainty with which 
a stone can be removed by incision from the only portion of the duct in 
which it could be crushed, crushing with its risks and uncertainties should 
be abandoned. 

If the usual operation is followed by the fresh formation of gall-stones in 
even a small percentage of cases, resection of the gall-bladder will have to 
be made the rule. 

An Operation on a Tumor of the Spinal Cord. 

Kummell {Btilagt zum Centralbl. fur Chir. t 1895, No. 27) reports a very 
interesting successful operation for a tumor of the spinal cord. The patient 
was a man of good family history, forty-seven years of age, who had, since 
1889, complained of weakness and pain in the limbs, which gradually in¬ 
creased and resisted all treatment. In May, 1893, a tumor was felt per 



